Proceedings of the Royal Society of Medicine 28 Dr. C. H. Whittle: I agree with Dr. Wigley that all these cases belong to the group of reticulo-endotheliosis, and therefore one should expect all shades of variation between different clinical types. Sequeira and Panton have published records of 5 cases in 1925 (Quart. J. Med., 18, 250) . One of them was originally described as parakeratosis variegata (Dore, S. E., Proc. R. Soc. Med., 1922, 16, Sect. Derm., 19) ; the term used up to then was lymphoderma perniciosa but that was deliberately abandoned by Sequeira and Panton in their description. Their paper shows clearly certain important points. These cases, which correspond very closely to Dr. Wigley's " blue-red " patient and to our " homme rouge" who died, and to a number of other cases shown from time to time at this Section are clinically distinct, as Sequeira and Panton were at pains to point out, from other cases of erythroderma such as we get with Hodgkin's disease, and mycosis fungoides and also from cases due to drugs such as arsenic, and from cases of generalized psoriasis and eczema. Again they are not really typical leukaemias. In the British literature few, it any, of the cases described as " leuksemic " erythroderma are really leukaemias at all. There is little post-mortem evidence and some of it is not conclusive.
In the case details and sections we saw to-day of our case of " leukaemic " erythroderma, the post-mortem evidence definitely excludes leukaemia in spite of a blood-count of 36,000 total white cells of which half are lymphocytes.
Is there any sort of conclusion which we can come to without going further into the histology? We have to emphasize the distinction between this group and the true leukaemias. My impression of the leukEemias is that they do not get erythroderma as a rule but they get discrete separate tumours.
Another point is that this type of generalized erythroderma is fairly commonly associated with Hodgkin's disease, and very probably some of the doubtful cases will prove in time to be cases of that condition. The mycosis group before the tumour stage has been reached shows more discrete lesions, with a tendency to " geographical " figures, with infiltration. This was true of our Case II which I showed three years ago and which has remained true to type, now showing tumours. Perhaps the whole problem will be cleared up by a careful study of lymph nodes, blood pictures and of sternal marrow punctures.
Major W. J. O'Donovan: What was the bone-marrow like in the recent post-mortem? Dr. Whittle: It was not leukaemic marrow. The pathologist was not prepared to give a diagnosis of this case at post-mortem. The man had died of some intercurrent diseasepneumonia.
Major Hellier: The question of the little nodules formed in some of these cases is interesting. I remember a case very similar to ones of them. It was under my care for some fifteen months in all and it went through various phases. At a certain stage the patient developed little tumours. I had a biopsy done of them, and I found intense polymorphic infiltration which I thought must be myelogenous leukaemia. We did a sternal puncture but it did not show very much. The patient had a raised polymorphonuclear count. After a period all these tumours settled down and ultimately cleared up entirely. I am quite satisfied that they were really infective lesions occurring in a damaged skin. Dr. L. Forman: There is a large surface of inflammation in the skin and the blood is the medium for carrying white blood-cells to the skin. A white blood-count of 12,000 is often encountered without there being any evidence of either sepsis or any subsequent evidence of leukaemia. Major W. J. O'Donovan: I might recall the most remarkable observation of the late Dr. Pernet who showed an association between these mycosis fungoides cases and longevity. The parents of the patient had reached a most ripe old age in every case he had seen, and I have found the same thing true in my own experience, that the longevity of the parents is phenomenal. I hope that Dr. Wigley will look into the longevity of the cases he has shown as this association of phenomena may be a factor in differential diagnosis.
Kaposi's Disease.-ROBERT KLABER, M.D.
Mrs. M. H., aged 32. In 1941 she noticed pain on pressure, middle inner aspect of sole of left foot and a slightly raised, purple, tender lesion appeared at this site. At the War Memorial Hospital, Enfield, X-ray photographs showed nothing abnorm al.
September 1942: The lesion was curetted and a microscopic section taken in wh1ich only dilated vessels were recognized. The condition never healed completely and bled freely at intervals after the slightest trauma.
Referred to me by Mr. Cruickshank, with a small red bleeding mass about 1 in. in diameter. A section was requested but owing to excessive bleeding and the friabilitv of the tissue, no material was obtainable. The whole was treated by diathermy and healed after a month, leaving only an irregular scar.
March 1943: A group of purple nodules appeared on the back and inner aspect of the ankle. These were raised and elastic in consistency. The appearances suggested Kaposi's disease and a microscopic section taken from one of the nodules appears to confirm this.
In the two months which have since elapsed, thq purple nodules have become flattened and the colouir has changed to mauve-brown. When last seen on Mlay 5 no fresh 29 Section of Dermatology 617 nodules had appeared for some weeks. No treatment has so far been carried out, and involution has been entirely spontaneous. No glands palpable but spleen extends two fingerbreadths below the costal margin. Blood-count normal. Wassermann reaction negative. Comment.-Anyone who has not seen the section from one of this patient's lesions, as well as the more active clinical phase, might reasonably doubt the diagnosis. Kaposi's disease is more rare in women than men. There is no evidence of any continental ancestry in this woman, whose parents both came from East Anglia.
Spontaneous invol'ution is, of course, one of the features of this disease, although in some cases, ;such as one I showed here with Dr. ;Roxburgh in 1938, involution only occurred after deep X-ray therapy. This treatment, however, did not prevent the development of new lesions subsequently, and I have little doubt that further lesions will develop' in this case with or without such treatment.
In addition to the other unusual features already described in this case, the condition is still unilateral two years after its onset, whereas in all the cases originally described by Kaposi, and most of those observed since, there has been some degree of symmetry. Amputation seems unjustifiable since there appears to be no record of the disease ever having been aborted by excision of the earliest lesions. The lesions include bluish macules, thickened plaques of a blue and brownish colour. Nodules of varying size, both hard and soft and many telangiectases are present. Some of the nodules appear "let in"' to the surrounding tissues like a wax mould. There is some aedema of the hands but no ulceration. The general health is good and the W.R. negative.
Histology.-A section from a well-marked lesion on one hand shows two well-defined nodules in the corium. The nodules consist of interlacing bundles of spindle-shaped cells. Spaces indicative of newly formed vessels are present on the periphery of the nodules. Between the nodules are many newly formed vessels and dilated spaces. Much iron pigment is present. Otherwise there is little change.
Treatment.-One exposure of 250 r to the hands about three weeks ago has been followed by some diminution of the size and hardness of the lesions.
Dr. Klaber: The histology of Dr. Wigley's case is sarcoma of the spindle-cell type, which is the basis for Kaposi's original title of idiopathic haemorrhagic sarcoma, whereas mine is of the angiomatous type, without any obvious sarcomatous cells. With regard to treatment, spontaneous involution is one feature of this disease, although in some cases involution only occurs after deep X-ray therapy. This treatment, however, does not prevent the later development of new lesions.
Dr. F. Parkes Weber: Does anyone remember one of Dr. Sequeira's typical cases of so-called multiple haemorrhagic sarcoma? In the case I have in mind the patient developed a rapidly growing true sarcoma in the left leg and there could be no doubt that that growth developed on the haemorrhagic sarcoma; it was spindle-celled. It behaved like a malignant tumour, and recurred in the stump after amputation (see J. H. Sequeira and R. T. Brain, Brit. Journ. Derm., 1926, 38, 501 First sent, to hospital in October last year on account of constipation. At that time her mother stated that she seemed to suffer from considerable itching about the anus and vulva and that the mother noticed " something unusual " about these parts for some SFPT.-DERMAT. 2*
